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Michael C. Dalsing, MD, Indianapolis, IndIt has been an extreme honor and privilege to serve as
your President this last year. One is never prepared to serve
in this capacity and is humbled by the experience. Fortu-
nately, there is always family present to center your life,
friends to support you, mentors to council you, and the
challenges of a surgical life to temper your pride. As I
contemplated the topic for my Presidential Address, I re-
viewed what my predecessors had chosen to talk about and
considered the opinions of my trusted colleagues. It be-
came quickly evident to me that this should be a very
personal reflection on what I have observed during my
presidential year and duringmy 22 years of professional life.
Some personal background may provide insight into my
subsequent comments:
● I was the sole vascular surgeon within an academic
setting for a few years but, fortunately, now have five
outstanding partners, some of whom have been with
me for 20 years.
● I have always taught medical students, general surgery
residents, and for the last several years, vascular surgery
fellows.
● I have run a private practice within a university, which
has provided me with an understanding of the many
challenges faced by the private practice vascular sur-
geon.
● I have engaged in basic science research during a time
and in a field unlikely to be funded by our federal
government.
● By virtue of my academic affiliation, the unusual vas-
cular patient has been my constant companion.
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206● In recent years, hospital administrative roles have oc-
cupied some of my time. Currently, I amMedical Staff
President of a hospital system with more than 2000
physicians.
● I am married with three daughters and own a female
dog. It is and has been a good life providing ample
experiences for reflection.
REVELATIONS AND OPPORTUNITIES
Have you ever noticed that life experiences sometimes
seem to reinvent themselves? Put another way, important
ideas resurface. I was provided such a revelation this last
year when attending an invitation to meet with leaders of
The Society of Vascular Surgery (SVS) as a representative of
The Midwestern Vascular Surgical Society (MVSS). The
aim of this meeting was to establish a process by which the
interests of various vascular organizations could be com-
municated to the SVS. This seems reasonable since the SVS
is the national society that represents many of our interests
on Capital Hill and in the media. However, I had always
thought that our interests were represented within the SVS
by virtue of our seat on the Executive Council. I and many
other attendees had the revelation that, in a legal sense and
having something to do with “duty of loyalty,” those serving
on a board of directors have first obligation to that society and
no longer to the society which had sent them as a representa-
tive. I am no lawyer, so I accepted this statement at face
value. I am extremely pleased that the SVS desires our
uncompromised input with its parochial flavor. I also de-
sired that theMVSS be present to express our concerns and
needs to the SVS, we are therefore members of the new
Advisory Assembly of Vascular Societies (AAVS).
As a result of this legal revelation, I have experienced an
episode of life’s many reinventions. In 1978, the Interna-
tional Society for Cardiovascular Surgery (ISCVS) and the
SVS Joint Council established the Council of Regional
Vascular Societies, which was to include the President and
Secretary of each Regional Vascular Society and provide
input to the Joint Societies on issues pertinent to the
regionals. It was intended to be operational for a year, but
owing to the diligence of Dr Norman Rich, it lasted much
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interchange.1
At its national meeting in 1986, the Council of Re-
gional Vascular Societies decided that theUnited States was
most appropriately divided into four regions, with a fifth
region to include the Canadian societies. At this time, the
Regional Societies were given a seat on the Joint Council.
The Council of Regional Vascular Societies essentially came
to an end when the regional societies were given more
direct representation within our national societies.
It is of interest in this context of reinvention that the
potential amalgamation of the SVS and ISCVS was consid-
ered and rejected in 1970.2 This same idea came to pass in
2003, but only after the ISCVS had changed to the Amer-
ican Association for Vascular Surgery (AAVS). The current
new SVS bylaws continue the tradition of active member-
ship on the Executive Council by regional society represen-
tatives. The SVS has replaced the AAVS/old SVS, and the
Council of Regional Vascular Societies has been replaced by
the Advisory Assembly of Vascular Societies (AAVS).
Inmy role as an administrator, I have had the revelation
that we no longer have problems to solve. That concept is
confined to the scientific or engineering world. In the
administrative world, problems have become challenges, and
solutions have become opportunities. Although this seems
merely “a state of shifting sands” or a semantics trick, it
does have some redeeming qualities. Primarily, it dimin-
ishes the sense of accusation or blame for the difficulty at
hand. It allows people to look at the situation as a systems
issue and to consider various options for improvement.
Sometimes it requires many small steps to arrive at a final
resolution rather than a single definitive “solution.” Many
situations in life are just not conducive to a simple solution,
but rather, require a compromise position to address all the
components of a given issue. In the last few years, vascular
surgery has had many “challenges” that provide “opportu-
nities.”
Although often attributed to the late Thomas P. (Tip)
O’Neill, the phrase “all politics is local” actually came from
his father. After the occasion of the only lost election in his
son’s career, a run for the Cambridge City Council, his
father pointed out that Tip had taken his own neighbor-
hood for granted. O’Neill writes:
He was right: I had received a tremendous vote in the
other sections of the city, but I hadn’t worked hard
enough in my own backyard. ‘Let me tell you something
I learned years ago,’ he said, ‘all politics is local.’3
During the last few years, this lesson has become per-
tinent to all our lives. The introduction of new technology,
the need to acquire access to specialized equipment not
commonly available in an operating room, and the desire of
other specialties to be involved in vascular interventions
have driven home the notion that “all politics is local.” It is
imperative that we take care of business at home to have any
say in what goes on in a more global sense. One’s profes-
sional environment may be very different from another’s
within the same state or even the same city, but it wascertainly comforting during times of change to have col-
leagues to call for advice and occasionally for consoling.
Many of us have faced the challenges at home with varied
but acceptable outcomes. In our region, I felt that my
colleagues in the MVSS provided much of this support.
Evenmore important on a regional level, which is really
“our home” as well, is the process of medical policy mak-
ing. The bulk of Centers for Medicare and Medicaid Ser-
vices (CMS) policy is determined within the Carrier Advi-
sory Committee (CAC) system.4 Each state has a CAC
composed of physicians from each specialty, a beneficiary
representative, and representatives of other medical orga-
nizations. The goal of this process is to create a local
coverage determination that reflects national policy but
addresses changes in patient care, assures beneficiary access
to care, or addresses efforts to standardize care for multi-
state contractors. It clarifies what will and will not be
covered based on the principle of “reasonable and neces-
sary.” It must be safe and effective, not experimental, meets
but does not exceed the patient’s medical needs, and is as
beneficial as an existing and available medically appropriate
alternative. However, the CACmembers are encouraged to
work through their respective organizations to effect na-
tional policy.
I should mention here that earlier this year, the MVSS
Executive Council became involved with an issue about
diagnostic vascular imaging interpretation. A draft policy
was being circulated, noted by one of our members, that
had the potential of excluding vascular surgeons from being
designated as interpreting physicians. I am proud to say that
theMVSS response to this member’s concerns was prompt.
A letter expressing our strong objections was sent to the
appropriate CAC director from which the draft policy had
originated. We also engaged the SVS leadership to do the
same, which they did. Each of us within the MVSS has the
opportunity to become active in this process. CMS benefi-
ciaries constitute 70% or more of my practice and likely
yours as well, so it is a worthwhile endeavor and should be
viewed as a non-reimbursed opportunity to influence pol-
icy. I know that many within the MVSS are already active
and I applaud their efforts.
In addition to the individual state process, the country
is divided into 10 regions. Each region represents several
states, and these offices are to be the initial point of contact
for beneficiaries, health care providers, state and local gov-
ernment, and the general public. As a regional society, 12
states comprise the MVSS: Illinois, Indiana, Iowa, Kansas,
Michigan, Minnesota, Missouri, Nebraska, North Dakota,
Ohio, South Dakota, and Wisconsin. The CMS regional
offices serving our area are located in Chicago (Illinois,
Indiana, Michigan, Minnesota, Ohio, Wisconsin), Kansas
City (Iowa, Kansas, Missouri, Nebraska), and Denver
(North Dakota, South Dakota, and others).5 As a regional
society, we representmany if not all of the vascular surgeons
within two of these regions and a significant number of
those in the third.
There appears to be opportunity for the MVSS on
many fronts by virtue of the CMS process. Because each
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the Executive Council of the MVSS has sent a letter to the
three regional offices representing states within our society.
The letter requests that aMVSSmember be elected to CAC
membership to represent vascular surgery if vascular sur-
gery is not presently represented. In addition, we offered
our services as a resource and partner, in a more global
sense, with CMS in this important work. Although each
endeavor will require effort by those participating, being
part of the process is preferable to being an unintentional
victim.
In this world, a defined and recognized identity is
crucial. In the last few years, vascular surgery as a specialty
has had to—and did—rejuvenate itself to accommodate for
an explosion in endovascular techniques. Vascular surgery
has defined and clarified its identity by the goals established
for training via the Association of Program Directors in
Vascular Surgery. However, even though we know who
and what we are, if we are not generally recognized for our
unique skill and knowledge, we as a specialty will be simply
overlooked on all levels: exclusion by virtue of anonymity.
This has been and is a challenge for vascular surgery
because many see our specialty as a subgroup of general
surgery, cardiothoracic surgery, or generally have no idea
what we do. It is imperative that this impression be altered.
Vascular surgery is the only specialty dedicated solely to the
care of all aspects of vascular pathology excluding the heart.
We must be recognized for this skill and knowledge so that
our representatives are in a position to influence medical
practice and policy for the benefit of our patients.
The acquisition of an independent board of vascular
surgery would have gone a long way to define this identify.
The American Board of Vascular Surgery has taken the lead
in this quest, but currently, our training remains under the
governance of General Surgery in the form of the American
Board of Surgery.6 However, if given complete governance
over the training process, I have no doubt that the directors
of our vascular surgery programs will provide excellent
training to those during their tutelage.
Unfortunately, the guarantee of complete governance
is not insured and the need for general surgery training will
continually influence how general surgery interfaces with
vascular surgery. Possibly more unfortunate is that some,
even within our own ranks, do not see vascular surgery as
truly unique. I find this difficult to understand from my
perspective as a middle-aged vascular surgeon. Much of
what I now do to treat my patients is clearly not open
vascular surgery and does not have its basis in general
surgical training. We have unique skills and knowledge that
clearly set our specialty apart from all others. Unless the
misconception that we are somehow still “general surgeons
with special training” is quickly dispelled, vascular surgery
will continue to be misrepresented on the national stage.
But an independent board is just one component in
establishing our identity. We, as a regional specialty society,
have other opportunities to define our specialty to the
world. Opportunities to attain a well-recognized identity
lie in every correspondence with themedia and governmentin which we define and emphasize who and what we do as
vascular surgeons. Opportunities lie in working with our
patients so that they realize our unique position in patient
care. Furthermore, as the quest for “branding” within our
specialty grows, we must all be willing to participate whole-
heartedly.
We are an aging population, the significance of which is
sometimes not readily apparent. It is estimated that the
population of those 65 years of age or older will increase
from 35 million in the year 2000 to 40 million in 2010, 55
million in 2020, and 71.5 million in 2030.7,8 This sector of
the population is expected to grow to approximately 20% of
the entire population by the year 2030, and those 85 years
of age or older will almost double. Familiar to all is the fact
that as we get older, we have a greater chance of being
afflicted by pathologic processes associated with vascular
disease, such as hypertension (51%), diabetes (16%), and all
types of heart disease (31%), and about 10% still smoke,
with a very high percentage of former smokers.9
This would not be too concerning to the members of
theMidwestern Vascular Surgical Society if it affected those
warm and comfortable states our elders are supposed to
migrate to as they retire. Herein lies my personal revelation:
seldom do our parents and, as you will see later, our children
accept our preconceptions or misconceptions. It is an often-
unrecognized fact that our region of the country is cur-
rently home to more elderly residents than other regions.
Every state comprising theMVSS has an elderly population of
12%ormore of the overall population, higher thanmost other
Regional Vascular Societies will have to face (Fig A).10 This
high population of elderly residents will likely remain during
the reign of the Baby Boom generation (Fig B).
Another fact about our aging populous is that essen-
tially all of those not institutionalized will have Medicare
coverage with some supplemental insurance to cover the
remaining half of the overall medical costs. However, when
these same people reach a state in which they must reside in
a nursing home, almost 60% will be covered by Medicaid.11
In addition and because of the graying of America, there are
fewer working adults per elderly person to offset health care
costs. The support ratio is a calculation of the number of
people aged 65 or older per 100 working-age adults (20 to
64 years old). In the year 2000, this ratio was 21.1. By the
year 2030, the support ratio will be 36.2, or nearly double
the 2000 ratio.8 Decreasing coverage and increasing illness
will plague our attempts to provide care to this ever-
increasing component of our practices.
What are our opportunities as we face this challenge?
This is one area where our taste for minimally invasive
procedures may find ample support owing to decreased
overall risk. A simple review of the papers presented at our
annual meetings in the last several years will attest to our
society’s willingness to embrace this approach and to at-
tempt to define appropriate outcomes data.
The cost of these procedures will have to be factored
into the equation, however. Another revelation, the issue of
cost, was driven home to me earlier this year when I was
privileged to present at a congress in Argentina on some
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clearly stated to a well-known authority on the endovenous
ablation of the great saphenous vein that this was unlikely
to be adopted in their country. There simply were insuffi-
cient funds to purchase the equipment needed without
sacrificing other more crucial needs.
We are already being rationed in some sense by virtue of
A, This United States map contains information from 20
This information was adapted from: U.S. Population Pro
Source: Interim Sate Population Projections, 2005, Popu
US Administration on Aging).the need to precertify diagnostic and therapeutic interven-tions for our patients. CMS has policies on what will be
covered for their beneficiaries, and private insurance often
follows this lead. Business is finding it intolerable to main-
tain a profit margin with double-digit increases being con-
sumed for employee medical care.12 The nation itself can
unlikely continue to foot the bill for medical care, which
accounts for approximately 15% of the gross domestic
ensus data with (B) projections made for the year 2030.
ns for Selected Age Groups by State: 2005-2030. (Data
n Division, U.S. Census Bureau. Tables compiled by the00 c
jectio
latioproduct.12 These stresses will only intensify.
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with pharmaceutical and medical device companies has
come under scrutiny of late. However, a relationship be-
tween the two is essential in my estimation. The Midwest-
ern Vascular Surgical Society has enjoyed a working rela-
tionship with this sector of industry for years. There is an
opportunity for our society to work even closer with our
industrial colleagues to define and support “best practice”
and then to address the issue of cost. If this is not done, one
will not enjoy the availability of options and the other the
fruits of their labor. The Midwestern Vascular Surgical
Society is open to such dialogue, and it is my hope that our
industrial colleagues will accept and use this unique re-
source.
Other opportunities lie in our approach to patients in
our practices. We, as individuals and as a society, must
begin to learn and embrace the principles of gerontology.
We must evaluate treatment for the aging population and
openly discuss the suitability of whatever intervention is
chosen. There may be cases in which aggressive treatment
may not be “best care,” and we must be willing to discuss
this option with all its ethical andmoral overtones.Wemust
divest ourselves of familiar comfort zones and be open to
discuss end-of-life issues. In general, we as vascular sur-
geons strive for perfection and see all else as defeat. This
may not always be the case.
Owing to an ever increasing and aging population, it is
estimated that the need for vascular interventions will
nearly double by 2020. Vascular surgeons are providing an
ever-increasing percentage of this operative workload.13 It
is estimated that by 2030, we will need 160 graduating
vascular surgeons per year starting now to meet the de-
mand.14 This can be accomplished with our current vascu-
lar training work volume and is beginning to occur, but will
take time.15 Acknowledging that other specialists are and
may take some role in the treatment of vascular pathology,
there will still be a dire need for the vascular surgeon.
Recruiting the best and the brightness to replace our-
selves has become the challenge. In 2004, the match rate
for vascular surgery was only 87% and the proportion of
international medical graduates was at an all time high of
22%.16 In 2006, the pendulum has taken a very limited but
somewhat more positive swing.17 One might wonder how
this has relevance to theMVSS since a survey has found that
more than two thirds of our members are in private prac-
tice. However, the same survey noted that three fourths of
these members maintained some affiliation with an aca-
demicmedical center, suggesting that most of us have some
influence on the next generation of physicians.18 Further-
more, these trainees will be our future partners.
Taking the risk of being considered an unenlightened
chauvinist, my life as a man surrounded by women has
provided the revelation thatwomen don’t think like men.To
shelter myself from unrelenting criticism, this thought has
also occurred to others, with some basis in scientific fact.
The influence of the once-thought dormant X chromo-
some may overshadow the diminutive Y influence available
to us men.19,20 Researchers in my own institution havefound by magnetic resonance imaging that during passive
listening, women use both temporal lobes, whereas men
use primarily the left lobe.21 Dr Louann Brizendine, a
neuropsychiatrist who works at the Langley Porter Psychi-
atric Institution in San Francisco, has written a book The
Female Brain.22,23 In this book, which has generated sig-
nificant controversy,24 she compares the differences in male
and female brain maturation and development. She postu-
lates and presents some data to support the contention that
these differences explain why women are different from
men in how they think.
Suffice it to say that I am no expert in the female psyche,
an opinion my wife and daughters will attest too, and I
boost no research to confirm my following observations.
Nevertheless, after years of observation, I have concluded
that women have advanced verbal skills, pick up on nonver-
bal signals easily, like to verbalize their thoughts, do not
need “you” to solve the problem, and can live quite well
without you, “thank you.” This only takes on significance
in our current discussion when we realize that nearly 50% of
current graduating medical students are women, but only
about 10% of applicants to vascular surgery programs are
women. This has not changed significantly in the last few
years.17
Women generally have not felt accepted into the surgi-
cal world because of our interactions with them.16 Because
positive mentors who demonstrate a livable lifestyle are
instrumental in the decision to pursue a career in vascular
surgery,25 it is relevant that only 136 women practice as
board-certified vascular surgeons in theUnited States, 6.3%
of the 2137 total of us (personal communication, Thomas
W. Biester, Director of Psychometrics and Data Analysis,
American Board of Surgery). Furthermore, a negative,
pessimistic role model is detrimental at all levels.25
Armed with this knowledge, it is incumbent upon each
of us to be positive, approachable, and supportive role
models to these potential recruits who pick up easily on an
environment of spoken and unspoken unrest. As a society,
we must recognize the need for mentoring and recruiting
female vascular surgeons. To this end, and at the request of
Dr Amy Reed, the society has instituted the first annual
Midwestern Vascular Surgical Society Women Vascular
Surgeon’s Networking Breakfast to allow for an active
discussion of issues unique to women in vascular surgery.
Female medical students, general surgery residents, vascu-
lar surgery fellows, and members are all encouraged to
attend.
My final revelation is that seldom do our children (in the
professional sense), of either gender, accept our preconceptions
without question. The people attracted to medicine are
clearly altruistic, but our children have observed our life-
style and found it lacking.14 According to Andy Sidawy,
members of the upcoming generation are well-educated,
technologically savvy, and team players, but only if the
mission is clear. They can multitask; they are not overly
impressed by our workaholic lifestyle and are not impressed
with hierarchy.14 From my experiences, I would agree with
his impressions.
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hierarchy and our driven nature, where do our opportuni-
ties lie? As a regional society, we have the opportunity to be
inclusive in an environment that is comfortable and
friendly. The MVSS involves the upcoming generation by
means of Candidate Membership. In 1994, the MVSS
leadership streamlined its process for membership applica-
tion by no longer requiring graduates from certified vascu-
lar residency programs to submit case summaries as a com-
ponent of the application process. In 1996, a new
member’s breakfast included all new members, all resident
presenters, and vascular fellows in addition to the MVSS
leadership as a means of providing a direct interface for
discussion and the building of friendships. The society has a
basic science and, more recently, a clinical research award
that is open only to surgical trainees to help inspire and
reward their efforts in research.Medical students, residents,
and fellows are encouraged to present their work at the
annual meeting. There is, however, no direct representa-
tion of our candidate group on the Executive Council;
therefore, I have requested that the Executive Council
consider adding a candidate member to its ranks to allow
active input by this valued component of our society.
On a more personal note, and since many of us are
directly involved in resident education at all level, we must
be positive role models at every level. A positive outlook
should not be difficult to portray if we just step back and
consider our specialty to date. We have faced the hurdles of
a renovation in the treatment of vascular disorders. Our
training programs are providing needed endovascular ex-
perience within a very short period of transition. Most
practicing vascular surgeons have retooled. One need only
visit job sites on the Web to see that the job market is great;
one site had more than 200 vascular surgery opportunities
available.
We must be willing to share with medical students and
general surgical trainees the intricacies of what we do,
because the technical aspects seem most appealing to many
who chose our specialty.25 We must also be able to show
potential recruits to vascular surgery that we “have a life”
outside of the operating room. We must be willing to share
some of our personal lives with them and be open to
sharing their perceptions of a good and stimulating life. It is
highly possible that our response to the advent of endovas-
cular surgery, the 80-hour workweek, and a change in our
interaction have sparked resurgence in vascular surgery
trainees. This must be maintained and amplified. Further-
more, the practices into which the new generation of
vascular surgeon enters must recognize that a life outside of
surgery is important and valued.
A SENSE OF PRIDE AND GRATITUDE
It has been with a sense of pride that I have been
associated with theMVSS as a member for the last 17 years.
It is an organization that has pushed the envelop of vascular
surgery by its support of research, its commitment to allow
innovative concepts to be discussed in open forum, and it
willingness to suggest change when warranted. TheGunth-rie Award was begun in 1981 at the suggestion of Dr James
C. Stanley, a former society president, and was to be
awarded to the resident or fellow with the most outstand-
ing Basic Science Research presentation in vascular surgery.
In 2005, the D. Emerick Szilagyi Award was initiated, to be
presented to the resident or fellow with the most outstand-
ing Clinical Research presentation in Vascular Surgery.
A simple review of our program agendas over the years
provides testimony to the society’s willingness to discuss
controversial topics related to vascular surgery in an open
forum. But the society is also willing to reach out past its
conventional role when needed. Dr Donald Silver, in his
presidential role, requested that the American Board of
Surgery reconsider the emphasis on both case volume and
scientific publications required of members who attempt to
quality for the Certificate of Competence in General Vas-
cular Surgery. Potentially as a result of our members’
request to have a more a prominent voice for the Council of
Regional Vascular Societies on the Joint Council of the
ISCVS/SVS, one of our members, Dr Norman Hertzer,
was the first representative to the Joint Council in this
capacity.
In 1987, the MVSS Council agreed to certify new
vascular procedures and studies and to attest to their valid-
ity. This was an attempt to reach out to third-party payers
who might request and need this service. The society was
willing to reach out to others involved in the care of
vascular patients by including interventional radiologists,
vascular specialist, and cardiologists in our ranks (1992),
but would keep the flavor surgical in nature by limiting
nonvascular surgeon membership to no more than 20% of
active membership. This foresight was fortunate since in
2000, the MVSS council recommended that all vascular
surgeons become trained and competent in endovascular
procedures.
Members of the MVSS continually step up to address
pertinent concerns of the times, and the trend continues
with the two ad hoc committees begun this year. The Issue
Committee, headed by Dr O. William Brown, provides us
with some recourse when dealing with expert witnesses. Dr
Brian Rubin and Dr Mark Mattos, as leaders of the Com-
mittee on Clinical Practice, provide some direction to “best
practice” in dealing with superficial femoral artery and renal
artery endovascular treatments.
I am grateful to all those past leaders who have shaped
the MVSS and applaud the time and talent of many current
members who continue this work. It has been by personal
pleasure to come to know many of these outstanding
individuals. I must express my extreme gratitude for the
support of the MVSS Council during my presidential year:
Walter J. McCarthy, Jon S. Matsumura, Peter Gloviczki,
Brian G. Rubin, Daniel J. Reddy, Timothy F. Kresowik,
and Roy K. Greenberg. Dr Sandra C. Carr has been invalu-
able as the Industry Liaison Chairperson, Dr Joseph R.
Schneider as our Web page editor, and D. John Corson as
our representative to the SVS. Dr Patrick O’Hara has
provided for the stellar local arrangements. I must also
express my gratitude to Terri Comegys and the entire
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society in the last several years.
I must express my gratitude to those who have shaped
my professional life. At Marquette University Medical
School (now the Medical College of Wisconsin), I had the
privilege of observing Dr Victor Bernhardt and Dr
Jonathan Towne perform vascular surgery. My general
surgery residency at Indiana University was Old World by
today’s standards but it was family oriented and supportive.
Dr Jerry Jesseph, a military man with a flair (he always wore
a red carnation in his lapel), instilled a love for surgery in all
his trainees. Dr JamesMadura maintained a sense of humor
tempered by the experience of Vietnam and taught us how
to accept the responsibility for our surgical adventures. Dr
Thomas Broadie provided the gentleman’s approach to
surgery. Dr Russell Dilley and Dr John Glover allowed me
to operate and developed my confidence in managing
vascular surgery. They were instrumental in my return to
Indiana University, and I will always be grateful to them for
this opportunity.
Dr Jay Grosfeld had an energy and love for pediatric
surgery that was infectious to all areas of surgery. He helped
secure my fellowship position at Northwestern. Dr John
Bergan accepted me into the Northwestern program, was
driven to the academic side of vascular surgery, instilled this
aspiration in all his fellows, and has been a constant positive
influence in my academic achievements. Dr James S. T. Yao
provided a focused, no nonsense approach to vascular
surgery that allowed one to re-evaluate and improve with
each experience. Dr William “Bill” Flinn could “flat out
operate,” and I am grateful for his instruction. Dr John V.
White has been a faithful friend and confidante ever since
our fellowship year together. Many others, too numerous
tomention, have inspiredme inmy travels through vascular
surgery, and because we are such a small group, I have come
to appreciate each as unique and special.
I have a sense of pride in watching the Indiana Univer-
sity Vascular Surgery section grow and prosper. I have had
the privilege of being a partner with three outstanding
individuals and friends: Dr Dolores F. Cikrit, Dr Stephen
G. Lalka, and Dr Alan P. Sawchuk. For more than 18 years
we have faced all obstacles, toiled to one purpose, and
shared in our success. Fortunately, new life has been
breathed into our professional existence with the addition
of Dr Shoaib Shafique, Dr Ryan Nachreiner, and Dr Mi-
chael P. Murphy. If these individuals reflect the mettle of
Generation X, I have no concerns for the future of vascular
surgery.
Our basic science research laboratory started with Dr
Joseph Unthank, 18 years ago, working on projects con-
cerning collateral supply after vascular occlusion. This ef-
fort, with its many sides, and many other projects now
occupy the time of Dr Stephen Miller, several research
associates, post-docs, residents, andmedical students. Janet
Klein and Eliane O’Brien keep us on track with our clinical
research projects. I will always consider myself blessed for
the willingness of all these people to work with me.Without a reliable, efficient, and flexible vascular labo-
ratory, work would be drudgery. Our vascular laboratory
has grown and multiplied to several locations. Fortunately
for me, I have an outstanding laboratory managed and
manned by a group of exceptional women. Even when
swamped with work, they are always pleasant to the elderly
patient who is having problems standing, let alone taking
directions. These laboratories are managed by Debra
Hinchman (18 years) and Shannon Dodson (15 years).
There is always one person who schedules your life,
shields you from unwanted interruptions, and generally
makes your life livable. For me, that person has been Ann
Floeck, and for 22 years she has been my constant and
faithful secretary and friend. Debra Britt and Lisa Leach
have been with me for more than 16 years and have
provided the stability needed to run an office consisting of
a bunch of vascular surgeons.
I am extremely proud of our vascular surgery fellowship
and more so of the fellows I have had the privilege to help
train. It certainly makes life more interesting. Our diversity
is a point of pride for me. Dr Shoaib Shafique, now a
partner, hails from Pakistan; D. Lori Rolando came to us
from Illinois; Dr Keshav Pandurangi, via California and
India; Dr Charles Stonerock, fromWinchester, Indiana; Dr
Michelle Eun-Sun, from California with heritage in Korea;
and last but not least, Dr Louisa Pecchioni, from Ohio.
What great fun to have bright young people who enjoy
what you do and who are willing to learn the profession.
My personal life was shaped by my father Vincent and
my mother Nellie. They believed unfailingly in education,
had faith in their kids, and were brave enough to let us try
new things. My older brother Ed and two older sisters,
Patricia and Darlene, supported me in my quest to see the
“big world.” My younger brother, Joe, and two younger
sisters, Marilyn and Theresa, shaped my ability to share and
care.
The most important moment of my entire life was
realized when I met Rosa, my wife to be. She is truly my
better half, my source of strength, and my love. With her, I
have been able to realize a life in balance even though I am
sure she would sometimes quibble with my interpretation
of balance. With her also I have been blessed with three
talented and beautiful daughters, Jessica, Rachael, and
Heather, who have learned to tolerate and, I believe, even
enjoy some time with their father. They have suffered
through football games from age 3, my insights from a
father’s perspective, andmy ability to embarrass them at the
most inopportune times. What a pleasure life has been.
Thank you all for the honor of this last year, for listen-
ing to my ramblings and for the friendship and camaraderie
I have enjoyed from all of you over the years.
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